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Presentation Objectives:

1)    Define care coordination and explain its purpose in a primary care clinic. 

2)    Elaborate on the previous research exploring the benefits of care coordination, specifically in patients with hypertension and diabetes.

3) Determine whether enrollment in care coordination affects patient health variables/ outcomes such as hemoglobin A1C, blood pressure,

and body mass index (BMI). 

4)    Determine whether enrollment in care coordination affects the number of clinic visits and percentage of no-show appointments. 

5)    Determine if the number of care coordination appointments is correlated with BMI, hemoglobin A1C, and blood pressure.

6)    Propose recommendations for care coordination based on this study and future studies.
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Purpose

• Does the UT Family Medicine - St Francis (UT-FM) care coordination 
program benefit patients?

• To perform a Quality Improvement Study to determine if care 
coordination visits improve health outcomes in patients diagnosed 
with both hypertension and diabetes at UT Family Medicine- St. 
Francis (UT-FM).
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Background: 
Patient Centered Medical Home (PCMH)

• UT Family Medicine – St. Francis (UT-FM) is a PCMH

• What is a PCMH?

• Patient-centered access

• Team-based care

• Population health management

• Care management support

• Care coordination and care transitions

• Performance measurement and quality improvement
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Care Coordination at UT-FM

• Eligibility:

• 2+ chronic diagnoses in the last 18 months

• Program for the Patient:

• Receives a care coordinator

• Meets periodically with coordinator in-person or over the phone 

• Ideally once a month

• COVID-19 pandemic resulted in most of the meetings taking place over the 
phone

• Helps patient understand health goals

• Reminds patient of future appointments
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Why Diabetes and Hypertension?

• Measurable variables associated with patient outcomes

• Increased hemoglobin A1C, blood pressure, and Body Mass Index (BMI) are 
associated with cardiovascular events and renal disease

• Previous Systematic Reviews

• Care coordination showed significant decreases in A1C and blood pressure (Lee et al., 
2021)

• Mixed results (Carlin et al., 2021)
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Questions

• Are there differences in average blood pressure, BMI, and A1C in patients with 
hypertension and diabetes enrolled in care coordination versus patients with 
hypertension and diabetes not enrolled in care coordination?

• Does patient enrollment in care coordination affect the number of clinic visits 
and missed appointments compared to patients not enrolled in care 
coordination?

• In patients enrolled in care coordination, does the number of care coordination 
visits correlate with blood pressure, BMI, and A1C?

7



Hypotheses

• If the care coordination program is efficacious, then patients receiving care coordination 
will have lower BMI, well-controlled blood pressure, and well-controlled hemoglobin A1C 
compared to those not receiving care coordination.

• If patient care coordination is efficacious, then patients receiving care coordination will 
have fewer medical appointments and fewer missed appointments compared to those 
not receiving care coordination.

• If patient care coordination is efficacious, then patients with more care coordination 
appointments will have better controlled hemoglobin A1C, BMI, and blood pressure 
compared to patients with fewer care coordination appointments. 
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Methods

• Treatment group: patients with hypertension and diabetes enrolled in care coordination

• Control group: patients with hypertension and diabetes not enrolled in care coordination

• Data points collected
• Age

• Sex

• BMI at last visit 
• Average systolic blood pressure over the past 12 months

• Average diastolic blood pressure over the past 12 months

• Average A1C over the past 12 months
• Number of care coordination visits in the past 12 months

• Number of doctor appointments in the past 12 months

• Number of no-show appointments (excluding care coordination appointments) in the past 12 months
• Percentage of no-show appointments (excluding care coordination appointments) in the past 12 months

• SPSS 25 used for data storage and statistical analysis
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Demographics and Lab Values for Patients Enrolled 
and Not Enrolled in Care Coordination

Enrolled in care coordination Not enrolled in care 
coordination

Age 58.57 59.65

Sex 77% female, 23% male 64% female, 36% male

Systolic BP 137.03 138.86

Diastolic BP 82.08 81.66

A1C 7.98 7.77

BMI 37.24 34.37

***Sex is significant at p<0.001
Other variables are non-significant
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Number of Doctor Appointments in the Past 12 Months in 
Patients Enrolled and Not Enrolled in Care Coordination

**

**p<0.01
Mean for enrolled-
14.1
Mean for not 
enrolled- 9.3
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Percentage of No-Show Doctor Appointments in the Past 12 Months in 
Patients Enrolled and Not Enrolled in Care Coordination

Nonsignificant at 
p=0.28
Mean for enrolled-
27.7
Mean for not 
enrolled- 22.8

12



BMI Trend as a Function of Number of Care 
Coordination Appointments in the Past 12 Months

Nonsignificant 
at p=0.26
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Systolic Blood Pressure Trend as a Function of 
Number of Care Coordination Appointments in the 

Past 12 Months

Nonsignificant 
at p=0.32
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A1C Trend as a Function of Number of Care 
Coordination Appointments in the Past 12 Months

Nonsignificant 
at p=0.12
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Discussion

• Are there significant differences in average blood pressure and A1C in patients with 
hypertension and diabetes enrolled in care coordination versus patients with 
hypertension and diabetes not enrolled in care coordination?  NO

• Why?

• Small sample size

• Care coordination is not efficacious in altering health outcomes

• Patients with uncontrolled diseases and more co-morbidities are receiving care 
coordination
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Discussion cont.

• Is BMI significantly different in patients with diabetes and hypertension enrolled 
in care coordination compared to those not enrolled in care coordination?  NO 
but…

• On average, patients enrolled in care coordination had 3 points higher BMI 
compared to those not enrolled in care coordination

• Why?

• Patients with uncontrolled diseases and more co-morbidities are receiving 
care coordination
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Discussion cont.

• Does patient enrollment in care coordination significantly affect the number of 
clinic visits and missed appointments compared to patients not enrolled in care 
coordination? YES for clinic visits

• Why?

• Patients with more complications are enrolled in the program

• Care coordination makes sure the appointments are scheduled
• May explain the higher percentage of no-show appointments in the care coordination 

group
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Discussion cont.

• In patients enrolled in care coordination, does the number of care 
coordination visits significantly correlate with blood pressure, BMI, 
and A1C? NO but…

• The linear regressions do have a negative slope

• More care coordination appointments may correlate with better 
health outcomes
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Discussion cont.

• Other Notable Findings

• Statistical significance between the sexes of the groups (77% female vs. 64% 
female)

• Limitations
• Relatively small sample size with N=119 per group

• Selection of only N=119 out of 336 patients with hypertension and diabetes 
not receiving care coordination

• The COVID-19 pandemic caused the majority of care coordination visits to be 
conducted by phone as opposed to the usual in-person visits
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Recommendations

• CURRENT STUDY:

• Emphasize the care coordination program to qualifying males to balance the ratio of male to 
female enrollment. 

• Utilize care coordination to encourage patient compliance and attendance at medical 
appointments.

• FUTURE STUDIES:

• Further studies which explore patient’s blood pressure, BMI, and hemoglobin A1C before and 
during care coordination.

• Further studies which investigate the effect of care coordination on patients that have not been 
seen by a doctor in over a year. 

• Further investigation of whether the way the care coordination is delivered would play a role in 
the effectiveness of care coordination.

21



Acknowledgements

• UT Family Medicine- St. Francis (UT-FM) clinic

• Drs. Amanda Miller and Muneeza Khan

• Dr. Thomas Spentzas

22



References

• 1. American Academy of Family Physicians. Joint Principles of 
the Patient-Centered Medical Home March 2007. 
https://www.aafp.org/dam/AAFP/documents/practice_manage
ment/pcmh/initiatives/PCMHJoint.pdf Accessed July 14, 2021

• 2. Division of TennCare. Primary Care Transformation: Patient 
Centered Medical Homes for the TennCare population. 
https://www.tn.gov/content/dam/tn/tenncare/documents2/PC
MHProgramDescription.pdf Accessed July 20, 2021.

• 3. Lee JK, McCutcheon LRM, Fazel MT, Cooley JH, Slack MK. 
Assessment of interprofessional collaborative practices and 
outcomes in adults with diabetes and hypertension in primary 
care. JAMA Netw Open. 2021;4(2): e2036725 doi: 
10.1001/jamanetworkopen.2020.36725

• 4. Carlin CS, Peterson K, Solberg LI. The impact of patient-
centered medical home certification on quality of care for 
patients with diabetes. Health Serv Res. 2021;56:352–362. 
https://doi.org/10.1111/1475-6773.13588 

• 5. Selvin E, Marinopoulos S, Berkenblit G, et al. Meta-
Analysis: Glycosylated hemoglobin and cardiovascular disease in 
diabetes mellitus. Ann Intern Med. 2004:141:421-431. 

• 6. Brunström M, Carlberg B. Association of blood pressure 
lowering with mortality and cardiovascular disease across blood 
pressure levels. JAMA Intern Med. 2018;178(1):28-36. 
doi:10.1001/jamainternmed.2017.6015

• 7. Jiang W, Wang J, Shen X, et al. Establishment and 
Validation of a Risk Prediction Model for Early Diabetic Kidney 
Disease Based on a Systematic Review and Meta-Analysis of 20 
Cohorts. Diabetes Care. 2020;43:925–933. 
https://doi.org/10.2337/dc19-1897

• 8. Bundy JD, Li C, Stuchlik P, et al. Systolic blood pressure 
reduction and risk of cardiovascular disease and mortality. JAMA 
Cardiol. 2017;2(7):775-781. doi:10.1001/jamacardio.2017.1421

• 9. Xie X, Atkins E, Lv J, et al. Effects of intensive blood 
pressure lowering on cardiovascular and renal outcomes: 
updated systematic review and meta-analysisLancet. 2016; 387: 
435–43. http://dx.doi.org/10.1016/ S0140-6736(15)00805-3

23

https://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/PCMHJoint.pdf%20Accessed%20July%2014
https://www.tn.gov/content/dam/tn/tenncare/documents2/PCMHProgramDescription.pdf%20Accessed%20July%2020
https://doi.org/10.2337/dc19-1897


Questions?

24


